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PROXIMAL
BRACHIOCEPHALIC ARTERY
ACCESS FOR ARTERIAL
CANNULATION: VALUE AND
TECHNICAL ISSUES
To the Editor:
I read with great interest the report
by Roy and colleagues1 on the rapid
resuscitation of an infant with rescue
extracorporeal life support (ECLS)
with simple access through the innom-
inate artery. In their case, the stump of
a 3.0-mm polytetrafluoroethylene
(PTFE) graft anastomosed to the
innominate artery during the initial
stage I Norwood (Sano) procedure
was rapidly recannulated to provide
arterial access for ECLS. This case
provides yet another good example of
the utility, simplicity, and safety of
proximal brachiocephalic artery access
for arterial cannulation. At my institu-
tion, we have used the same strategy
for arterial cannulation during the Nor-
wood procedure for a number of years
and have found it similarly useful in
a number of ways. Importantly, there
have been no technical complications
related to the use of this technique.
Specifically, there have been no early
or late innominate artery stenoses or
occlusions. In fact, the technique has
been so useful that it has been adopted
for many types of cases requiring aortic
work, such as interrupted aortic arch,
Damus–Kaye–Stansel, coarctation and
ventricular septal defect.
I also suspect that this technique
may be of further use in cases in
which transverse aortic size is border-
line and coronary perfusion could be
compromised by direct aortic cannula-
tion. At our institution, we have had
a single case of d-transposition of
the great arteries with particularly
complicated coronary anatomy in
which the switch from direct aortic
cannulation to innominate artery can-
nulation through a PTFE conduit
resulted in rapid hemodynamic recov-
ery and separation from ECLS. In
fact, this method of arterial cannula-
tion has since been used for nearly
all arterial switch procedures, with
no mortality and no use of ECLS in
a small series of patients. I and my
colleagues have recently set out to in-
vestigate scientifically whether there
is some benefit to this method of can-
nulation in neonates with regard to
coronary perfusion.
I have a few technical questions for
Roy and colleagues regarding the use
of this technique. First, what is the
ultimate fate of the PTFE when the
chest is closed? How long a segment
do you ultimately leave in the chest
when it is closed? Do you allow the
PTFE to lie on top of the innominate
vein or tuck it in underneath the vein,
next to the aorta? At my institution,
we have been concerned about the
possibility of creating a scissoring
effect on the vein between the PTFE
and the aorta and thus have tucked it
beneath the vein but still worry about
vein occlusion. Additionally, what
steps do you take to clear the PTFE
of clot and debris before rapid cannu-
lation? We attempt to avoid the
formation of clot by multiply clipping
the graft proximally and distally.
Finally, has your group ever consid-
ered using a slightly larger PTFE graft
and reusing it later for the Glenn pro-
cedure if cardiopulmonary bypass is
necessary?
I greatly appreciate this short report
by Roy and colleagues1 regarding this
extremely useful technique. I not only
congratulate them on the survival of
their patient but also applaud the dis-
semination of information with so
much practical importance.
Benjamin B. Peeler, MD
Associate Professor of Surgery and
Pediatrics
University of Virginia School of
Medicine
Surgical Director, Virginia Children’s
Heart Center
Charlottesville, Va
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Letters to the Editor
The Journal of Thoracic and Cardiovascular SuReply to the Editor:
We appreciate your comments and
agree that innominate artery cannulation
facilitates aortic arch surgery in the
newborn and may be useful with other
neonatal cardiac repairs, especially
when the ascending aorta is diminutive.
We typically use delayed sternal
closure after stage 1 repair of the hypo-
plastic left heart and trim the graft to
about 4 cm in length after clipping
the proximal end immediately adjacent
to the innominate artery (see Figure 1
in our article1).The graft is anasto-
mosed to the innominate artery cepha-
lad to the innominate vein and sits in
the upper mediastinum, well above
the vein. At the time of delayed sternal
closure, the graft is trimmed to within
several millimeters of the occluding
clips.
If emergency cannulation for extra-
corporeal life support is required, the
shunt is stripped with forceps and
then flushed with heparinized saline
with the proximal clips in place. The
clips are then removed and retrograde
flow through the shunt established.
An 8F BioMedicus cannula (Med-
tronic BioMedicus, Eden Prairie,
Minn) is then inserted in the graft and
secured with 2-0 silk, before connec-
tion to the extracorporeal life support
circuit.
We have not used the same graft for
cannulation at the time of the cavopul-
monary shunt and prefer direct aortic
cannulation.rgery c Volume 138, Number 3 789
Ravinay Bhindi, MBBS, PhD, FRACP,
FESCa
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been performed earlier. We fully
agree, however, that PCI is often per-
formed in urgent cases such as acute
myocardial infarction, which, indeed,
represent high-risk, if not too high-
risk, cases for acute CABG.
Finally, according to our mulitcen-
ter data, having had unsuccessful prior
single PCI and medical therapy does
not render a patient high risk at sub-
sequent CABG. Only when PCI is
repeatedly applied or extended to other
vessel territories does the risk at subse-
quent CABG increase.1 Therefore,
earlier referral of patients with unsuc-
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PREVIOUS PERCUTANEOUS
CORONARY INTERVENTION
AND CORONARYARTERY
BYPASS GRAFT RISK
To the Editor:
We read with interest the publica-
tion by Massoudy and colleagues,1
who observed a higher rate of in hospi-
tal mortality and major adverse cardiac
events in patients undergoing coronary
artery bypass graft surgery with two or
more previous percutaneous coronary
interventions (PCIs). We wish to
raise a few important issues that need
to be considered when interpreting
this study. First, multivariate analysis
has limitations as a statistical tool in
a context such as this, where a vastly
disproportionate number of patients
in each group could lead to inappropri-
ate identification of meaningful predic-
tors. Second, inasmuch as there is
minimal clinical characterization of
patients in this study, the reasons for
initial multivessel PCI are likely to be
important and may reflect patients un-
dergoing PCI after being thought to
be at too high a risk for initial coronary
bypass surgery or being undertaken as
urgent cases. Finally, another explana-
tion for increased events in this cohort
may be that these patients have de-
clared themselves as a high-risk popu-
lation, having had unsuccessful
medical therapy and PCI,2 and not as
a direct consequence of prior stenting
alone.
Kleikamp G, Maleszka A, et al. Impact of prior per-
cutaneous coronary intervention on the outcome of
coronary artery bypass surgery: a multicenter analy-
sis. J Thorac Cardiovasc Surg. 2009;137:840-5.
2. Bhindi R, Van Gaal W, Testa L. Perspectives on pa-
tients with diabetes mellitus and triple-vessel dis-
ease undergoing coronary artery bypass grafting
after previous percutaneous coronary intervention.
J Thorac Cardiovasc Surg. 2008;135:1400.
doi:10.1016/j.jtcvs.2009.04.050
Reply to the Editor:
We read with interest the remarks of
Bhindi and Omerod regarding our arti-
cle.1 We agree that the design of the
study inherits a number of limitations.
For example, the amount of variables
available in the databases was very lim-
ited. Therefore, clinical characteriza-
tion of patients could not be detailed.
A randomized study or prospective
data acquisition would certainly reduce
or abolish the limitations of the retro-
spective study. A prospective study
is, indeed, planned, but its accomplish-
ment raises a number of organizational
and structural problems.
Questioning the reasons for initial
multivessel percutaneous coronary in-
tervention (PCI) is, indeed, very inter-
esting. According to the American
Heart Association guidelines, coro-
nary artery bypass grafting (CABG)
is the recommended therapy in 3-ves-
sel coronary artery disease.2 The in-
creased event rate observed in the
group with multiple prior PCIs thus
supports published expert opinion
and suggests that CABG should have
cessful PCI for CABG may prevent
the transition of patients to a higher
risk class and avoid disadvantageous
results at subsequent CABG.
Parwis Massoudy, MD
Matthias Thielmann, MD
Heinz Jakob, MD
Department of Thoracic and
Cardiovascular Surgery
West German Heart Center, Essen
University Hospital Essen
Essen, Germany
References
1. Massoudy P, Thielmann M, Lehmann N, Marr A,
Kleikamp G, Maleszka A, et al. Impact of prior
percutaneous intervention on the outcome of coro-
nary artery bypass surgery: a multicenter analysis.
J Thorac Cardiovasc Surg. 2009;137:840-5.
2. Davidoff R, Edwards FH, Ewy GA, Gardner TJ,
Hart JC, Herrmann HC, et al. ACC/AHA 2004
Guideline update for coronary artery bypass graft
surgery. Circulation. 2004;110:e340-437.
doi:10.1016/j.jtcvs.2009.06.002
A META-ANALYSIS OF
CONTROLLED STUDIES OF
PREOPERATIVE STATIN
THERAPY FOR PREVENTION
OF POSTOPERATIVE
MORTALITY IN CARDIAC
SURGERY
To the Editor:
We read with great interest an article
by Tabata and associates,1 because we2
previously performed a meta-analysis
of controlled studies of preoperative
statin therapy for postoperative mortal-
ity in cardiac surgery. Tabata and
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